you are, I believe, mistaken in your defense of the Keller procedure-an operation that has an unacceptable morbidity rate (34%) and, in the opinion of many, should no longer be practiced. Lateral metatarsalgia, stress fractures of the lesser metatarsals, and hammered second and sometimes third toes due to the excessive shortening of the great toe are all well recognized complications. The least important aspect is the ugly appearance of the foot; nevertheless, this is often of significant importance to the female patient.
EDITOR'S REPLY
Being the editor of a reputable journal, I feel that Dr. Helal's emphatic and dogmatic statements should not go unanswered.
Melvin H. Jahss
In respect to the Keller procedure, Dr. Helal quotes an "unacceptable morbidity rate of 34%." I presume these are his figures. The most recent evaluation of forefoot surgery by Cameron and Fedorkow 1 notes a revision rate of the Keller procedure of 2.84%. However, when concomitant interposition implants were used (also as advised by Dr. Helal), the revision rate rose to 12.5%. I would be happy to supply additional references in defense of the Keller procedure as well as the universally accepted Le Lievre operation which incorporates the Keller procedure.
Secondly, Dr. Helal notes that I am incorrect in stating that metatarsal neck osteotomy is ineffective in producing a good correction of "valgus." I am sure he means "metatarsus primus varus." Requoting my editorial: "Distal metatarsal osteotomy, at best, yields limited correction of the metatarsus primus varus." This statement was made in respect to Drs. Kinnard and Gordon's article" who noted an average correction of 3.3 0 with the Chevron operation and 5.5 0 with the Mitchell operation. Mitchell 3 himself noted an average correction of 5.2 0 • To rephrase these figures, about one-half of the cases had less than the average correction. These figures certainly uphold my statement of the relatively insignificant corrections obtained, especially with ad-vanced splay feet and severe metatarsus primus varus. This also explains why most orthopaedists are currently using variations of basilar concentric osteotomies.
In respect to the Wilson oblique osteotomy, mathematically it is the worst osteotomy in respect to producing shortening (with decreased weightbearing) of the first metatarsal. Thus, a 5-mm shift with a Wilson operation causes 5.2 mm of shortening. However, a direct lateral shift of 5 mm results in 0.21 mm of lengthening, while an equivalent concentric osteotomy results in only 0.25 mm of shortening. Editor-in-Chief
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